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Abstract
Background and aims: The language in assessing inten-
sity or quality of pain has been studied but the results 
have been inconsistent. The physicians’ language skills 
might affect the estimation of the severity of pain possibly 
leading to insufficient use of analgesics. Several interfer-
ing cultural factors have complicated studies aimed at 
exploring the language used to detect the quality of pain. 
We aimed to compare native and non-native language 
related qualitative aspects of pain chosen by Swedish 
speaking patients with diabetes.
Methods: In the study participated 10 Finnish and 
51  Swedish speaking patients with diabetes. The Pain 
Detect-questionnaire was used for clarifying the patients’ 
pain and the mechanism of their pain (neuropathic or 
not) and for assessing the intensity and quality of pain. 
In addition, the patients completed the short-form McGill 
Pain Questionnaire (sfMPQ) in Finnish (test I). After 
30 min the subjects completed the sfMPQ a second time 
in their native language (test II). The Swedish speakers 
estimated their second language, Finnish, proficiency on 
a 5-graded scale.
Results: There were significantly more discrepancies 
between sfMPQ test I and test II among the Swedish speak-
ing respondents who reported poor (hardly none) Finnish 
language proficiency compared with those with good 
Finnish proficiency. Discrepancies occurred  especially 
between the affective qualities of pain.
Conclusions: Poor second language proficiency exposes 
Swedish speakers to pain communication difficulties 
related to the affective aspects of pain. Consequently, dis-
cordant language communication could cause underesti-
mation of the severity of pain and pain undertreatment.
Implications: To ensure adequate pain treatment measur-
ing the affective dimension of pain in the patient’s native 
language is crucial.
Keywords: pain; communication; language proficiency; 
diabetes; bilingual; minority.
1   Introduction
A mutual language usually improving communication 
and understanding is critical in generating good and 
functional relationships between healthcare personnel 
and patients. Language barriers can cause communica-
tion difficulties which may compromise the diagnosis 
and treatment of a disease [1]. The physicians’ language 
skills might affect the estimation of pain, resulting in 
poorer diagnostic confidence and increased need of ancil-
lary tests [2]. This may also lead to insufficient and non- 
optimal use of analgesics [3–5]. Measuring pain intensity 
in a clinical setting is per se challenging and can easily be 
underestimated by the healthcare personnel [6–8].
Measuring pain is a multifaceted process and consists 
of observing both the intensity and the quality of pain 
[9–11]. The role of language in assessing the pain intensity 
and quality has been studied but the results have been 
inconsistent [3–5, 12]. Spanish speaking cancer patients 
in the USA reported a lower level of pain if they had esti-
mated the general practitioner’s (GP) language skills good 
in the patient–preferred language [13].
The importance and impact of language in mediating 
qualitative pain related information has not been studied 
because of several interfering factors, including cultural 
ones, hampering measurements. Finland is by tradition 
an ethnically and culturally broadly homologous but 
*Corresponding author: Marianne Mustajoki, University of 
Helsinki, Department of General Practice and Primary Health Care, 
Kiskontie 23 B, 00280 Helsinki, Finland, Phone +358 503810837,  
E-mail: marianne.mustajoki@duodecim.fi
Tom Forsén and Timo Kauppila: University of Helsinki, Department 
of General Practice and Primary Health Care, Helsinki, Finland
© 2018 Scandinavian Association for the Study of Pain. Published by Walter de Gruyter GmbH, Berlin/Boston. All rights reserved.
576      Mustajoki et al.: Pain assessment in native and non-native language
bilingual country where patients have the right to get 
healthcare services either in Finnish or Swedish. However, 
the language transition in the Swedish speaking commu-
nity from Swedish to Finnish has accelerated during the 
last decades [14].
We aimed to investigate language related qualitative 
aspects of pain with the McGill Pain Questionnaire (MPQ) 
validated in Finnish and Swedish [15–17]. The qualitative 
aspects of pain can be studied with the short-form, sfMPQ, 
developed for detection and measurement of both sensory 
and affective qualities of pain [15]. The sfMPQ has been 
widely used in clinical pain studies and validated in several 
languages [18]. Diabetes is associated with pain, commonly 
due to neuropathy. We studied to what extent the self-rated 
ability to use the second or weaker national language, in 
bilingual subjects diagnosed with diabetes compromises 
measurement of qualitative aspects of pain with sfMPQ. We 
specifically studied the results of the pain questionnaire 
in two languages in order to identify how dependent the 
expression of both the sensory and affective dimensions of 
pain were on the language used by the patient.
2   Materials and methods
2.1   Subjects
Sixty-one Finnish and Swedish speaking diabetic patients 
aged 18–68  years participated in the study. The study 
participants were sampled from one healthcare center in 
South Ostrobothnia and one in the metropolitan area as 
well as from the Finnish Diabetes Association. The data 
was collected during the years 2013–2016.
The characteristics of the study participants were 
recorded according to their age, gender, weight, height, 
educational attainment, marital status, occupation, dura-
tion of type I and II diabetes and native language. The 
Swedish speakers were separately instructed to estimate 
their proficiency in Finnish on a 5-graded scale: 0 (hardly 
at all), 1 (some ability to speak Finnish), 2 (moderate, 
e.g.  fair ability to speak Finnish), 3 (good, e.g. Finnish 
almost as good as mother language Swedish) and 4 
(Finnish as good as mother language Swedish).
2.2   Setting and measurement tools
The respondents were instructed to complete the vali-
dated Pain Detect-questionnaire in their native language 
[19]. The Pain Detect questionnaire was used to clarify 
systematically the patients’ pain and the mechanism of 
their pain (neuropathic or not), and furthermore, to evalu-
ate the intensity of pain with a numerical pain rating 
scale (0–10) [19]. Secondly all respondents completed 
the sfMPQ in Finnish (test I). After 30  min the Finnish 
speaking respondents repeated the sfMPQ in Finnish (test 
II) to reveal intrinsic repetition variations. The Swedish 
speakers repeated the sfMPQ test (test II) in their native 
 language, Swedish [17].
2.3   Main outcome measurement
The sfMPQ includes fourteen questions about the quality 
of the experienced pain. The adjectives chosen by the 
patient in the two tests with sfMPQ were compared with 
each other. Choosing the same adjective to describe the 
pain in the same question in test I and test II was scored 
zero (0). Choosing a different adjective in test II the par-
ticular question was scored one (1) indicating discrepancy 
in the qualitative estimate. Thus, each patient could have 
a score discrepancy between 0 and 14.
The first 10 questions of sfMPQ reflect sensory and the 
questions from 11 to 14 reflect affective dimensions of pain 
[15–17]. Analogously to the former, the patients could have 
sensory discrepancy scores between 0 and 10 and on the 
affective dimension scores between 0 and 4.
Our study was approved by the Ethics Committee of 
the Hospital District of Helsinki and Uusimaa (379/E0/06). 
All the study participants provided the written informed 
consent.
2.4   Statistical analysis
The Swedish speaking participants differentiated in four 
Finnish language proficiency groups were compared with 
each other and with the Finnish speaking group with 
parametric ANOVA followed by Bonferroni-test, non-
parametric ANOVA with Dunns’ test or with Χ2-test, when 
appropriate. The statistical significance was set at p < 0.05.
3   Results
The questionnaire was completed by 51 Swedish speak-
ing and 10 Finnish speaking persons diagnosed with 
diabetes. One third of the Swedish speaking participants 
reported their Finnish language proficiency close to their 
native language. Nine subjects reported “hardly any” or 
“some” Finnish proficiency and were pooled to the group 
Mustajoki et al.: Pain assessment in native and non-native language      577
“poor” Finnish language proficiency. Fourteen reported 
“good” and 11 “moderate” Finnish language proficiency. 
The respondents were predominantly females (75%). The 
Swedish speaking group did not differ significantly from 
the comparison group regarding age, gender or duration of 
diabetes (p-values >0.05). Educational attainment varied 
somewhat within the Swedish speaking group. Those 
who reported poor Finnish proficiency were less educated 
and had mostly completed only compulsory schooling, 
whereas those who spoke Finnish as their mother tongue 
had at least a basic level of vocational education (Χ2-test, 
p < 0.05, Table 1). The occupational status did not differ 
significantly between the Finnish and Swedish speaking 
participants (p-value >0.05) (Supplementary Material).
No significant differences in the intensity of self-
reported pain were observed between the Finnish speaking 
group and the Swedish speaking groups, 8{4.5} [median 
and inter quartile range, IQR{}] in the Finnish speaking 
group, 5{5} in the group “Finnish as good as Swedish” 
5{5.5} in the group “good Finnish proficiency”, 5{8} in 
the group “moderate Finnish proficiency” and 7{5.5} in 
the group “poor Finnish proficiency”. Self-reported body 
mass index (BMI kg/m2) did not differ between the groups.
There were significantly more discrepancies between 
sfMPQ test I and test II among the Swedish speaking 
respondents who reported poor (hardly any and fair) 
Finnish language proficiency compared to those with good 
Finnish proficiency (ANOVA, p < 0.001) (Fig. 1). The com-
parison between the Finnish and the Swedish speaking 
participants did not reveal any differences in the sensory 
qualities of pain with sfMPQ (Fig. 2A). However, the test-
re-test results showed that the Swedish speaking partici-
pants reporting only poor Finnish language proficiency 
demonstrated significantly more discrepancies between 
the affective qualities of pain than the Finnish speaking 
participants (p < 0.01, non-parametric ANOVA) (Fig. 2B).
PainDETECT scores suggested that five Finnish speak-
ing participants suffered from pain likely to be of neuro-
pathic origin. Two of the Swedish speakers who described 
their Finnish language proficiency as “as good as their 
mother language” reported pain that was possibly of neu-
ropathic origin. Three Swedish speakers with “good”, two 
with “moderate” and four with “poor” Finnish proficiency 
also reported pain possibly of neuropathic origin.
4   Discussion
The Swedish speaking participants with diabetes report-
ing poor Finnish proficiency chose significantly more 
often another quality of pain description compared to the 
choice in their native language. The descriptions of par-
ticularly the affective quality of pain in either native or non-
native language varied significantly among the Swedish 
speakers reporting poor Finnish language proficiency. No 
similar differences were observed in their description of 
the sensory aspects of pain. Swedish speakers with poor 
Table 1: Educational status of the respondents.
Basic education Finnish speaking 
respondents








Elementary school 0 2 2 3 6
Studying 0 0 2 1 0
Academic degree 0 1 4 2 1























































** Means p < 0.01 and *p < 0.05, Bonferroni-test





Good ability in Finnish
Moderate ability in Finnish
Poor ability in Finnish
Fig. 1: Discrepancies between the Finnish and Swedish sfMPQ 
scores related to the second language proficiency.
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Finnish language proficiency were less educated than the 
Finnish speaking participants. Compared to the native 
Finnish speaking participants, the Swedish speakers 
reporting moderate or good Finnish language proficiency 
did not differ in any of the studied aspect.
There are two major qualitative compartments 
in pain to measure, namely the sensory-discrimina-
tive and sensory affective-motivational components 
[20–22]. Whereas the sensory discriminative compo-
nent tells more about the intensity and location of pain, 
the affective- motivational component tells about the 
meaning of the pain to the individual and is more closely 
related to the behaviour the pain triggers [23]. We did 
not separately observe signs of anxiety or stress among 
the Swedish speakers with poor second language profi-
ciency, although anxiety sensitivity might contribute to 
the affective interpretations of somatic sensations [24]. 
Our present finding suggests that poor second language 
proficiency exposes Swedish speakers to communication 
difficulties with the Finnish speaking healthcare provid-
ers. The Swedish speakers may have difficulties in finding 
words to describe affective aspects of pain, possibly pro-
viding a partial explanation for the findings that pain 
treatment is insufficient among minorities [3–5].
How could the observed difficulties of the patients 
with poor language concordance be explained and what 
might cause them? The connotation of words in the 
native and second language, especially those related to 
emotions, has been reported to differ among bilingual 
individuals [25]. Our findings demonstrated that this phe-
nomenon also concerns culturally homologous and sub-
stantially bilingual minorities unquoted in any previous 
studies.
The language has impact on the comprehension of 
the pain descriptors derived from MPQ and all of them 
are perhaps not words used by the Swedish speakers for 
explaining pain experience in real life [26]. Yet the situa-
tion during the study, e.g. unhurried multiple-choice task 
when choosing the correct adjective to describe the quality 
of pain, is hardly as difficult and prone to misunderstand-
ing as the real, verbally mediated clinical situation during 
a busy healthcare visit. Furthermore, the results of those 
reporting better Finnish proficiency than poor suggest 
that both Finnish and Swedish speakers use equally often 
different everyday words for describing pain. These inter-
ferences cannot therefore explain the differences between 
the choices of the quality of pain description.
Discordant language communication might cause 
underestimation of the severity of pain resulting in under-
treatment of their symptom, as also observed in previous 
studies [1]. Our findings support the importance of com-
municating about the affective dimension of pain in the 
patients’ native language.
The language minorities’ generally poorer health con-
ditions and utilisation of healthcare services have been 
verified in several studies [27, 28]. However, the Swedish 
speaking minority Finns’ health conditions differ from 
these, showing a more favourable health [29]. Our study 
demonstrated that conceiving bilingual, socially well-
integrated minority patients as one homogeneous group 
seems inconsistent with the real clinical situation. Those 





























































































































































































































Fig. 2: Discrepancies between the Finnish and Swedish sensory 
sfMPQ scores (A) and affective scores (B) related to the second 
language proficiency.
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burden when facing the healthcare system: they are 
devoid of common native language with the healthcare 
personnel and they have less personal socioeconomic pre-
requisites. This interesting association found in our study 
requires further research.
We revealed that the Swedish speakers are generally 
bilingual and able to sufficiently comprehend words in 
their second language. However, an unknown number of 
them seem to have a weaker initial communication posi-
tion which influences their pain experience negatively. 
The individual differentiations of bilingualism represent 
many language proficiency variations which are challeng-
ing to identify during a short medical interview. When 
aiming to measure pain exactly and correctly by inter-
viewing, there is a strong need for communicating in a 
concordant language with all patients.
The weakness of the study was the relatively small 
sample. By testing more Swedish speaking patients the 
results could have provided stronger evidence. Further-
more the sfMPQ test in Swedish and Finnish consist con-
siderable many artificial words not in use in everyday life 
among patients. Poor Finnish proficient and less educated 
Swedish speakers’ language difficulties in both Swedish 
and Finnish might have the increased differences between 
the language groups.
5   Limitations
We implemented our study in the region where the Swedish 
speaking population is mainly residing. The study proved 
to be challenging due to the difficulty in patient recruit-
ing caused by the relatively time-consuming test. The pro-
longed data collecting time has however, not distorted the 
results as changes in the Swedish speakers’ second lan-
guage proficiency seem very slow.
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